mm Hg vs 82.2 Ϯ 9.7, pϽ0.05; 49.7 Ϯ 25 vs 42 Ϯ 26.4, pϽ0.04, respectively). Men 55-64 y had larger waist circumference than Ͻ44 y (pϽ0.04). Overweight women or with waist circumference Ͼ88 cm had higher mean 24 h PP (pϽ0.05) than lean. In both genders, PP increased with age (pϽ0.001) and dippers are younger than non-dippers (women 56.7 Ϯ 10.6 vs 61.4 Ϯ 12.6 y, pϽ0.01; men 49.9 Ϯ 14.3 vs 53.8 Ϯ 15.6 y, pϽ0.05). We conclude that overweight men have higher DBP levels and hypertensive load; and waist circumference is greater in those Ͼ55 y. In overweight women or with large waist circumference, PP is higher than in lean women or with small waist cirumference. In both genders, PP increased with age, and the lack of nocturnal decrease of BP rises with age. All this factors increase the cardiovascular risk.
To determine if the value of BP measurements obtained in the patient's home using HBPM compared to 24-hour ABPM is trustworthy and consistent.
Multicentric, cross-over study to evaluate diagnostic tests used to validate HBPM in the patient's home (automatic electronic BP monitor, 3 readings with a period of 1-2 minutes) compared to the results of 24-hour ABPM obtained the day after the HBPM reading. This is a substudy of a large study called Zanycontrol. We built a table 2*2 with a matched data and we calculated the Kappa Concordance index, false positives (fϩ) and negatives (f-). In order to evaluate disagreements we used the statistic tool of Mc Nemar. We studied 68 patients with both tools and we compared the value of BP measurements obtained in the patient's home using HBPM (3 times with a period of 1-2 minutes) with the ABPM of the day after. We considered bad control values of SBP 3 135 mm Hg or values of DBP 3 85 mm Hg To define the bad o good control of hypertensives patients the concordance of both metods is moderate. There is not an elevated number of false positives (fϩ) and negatives (f-). Vicente F Gil Guillen, Jose Abellan, Jose Luis Llisterr, Carlos Sanchis, Angel Navarro, Jaime Merino, Zanycontrol Study Group. Clinical Medicine Department, Miguel Hernandez University, Elche, Alicante, Spain; Atencion Primaria, C Salud San Andres, Murcia, Spain; Atencion Primaria, C Salud, Alaguas, Valencia, Spain; Atencion Primaria, C Salud, Algemesi, Valencia, Spain; Medical Dept., Recordati Spain, San Home blood pressure (BP) measurements, using automatic devices, become increasingly popular. However, their role in the diagnosis of hypertension (HT) is not well established. Therefore, we compared BP levels obtained in the clinic and at home.
Fifty four patients with essential HT (33 males and 21 females) with a mean age of 52 Ϯ 7 years (range 40-70) were included in the study. BP and heart rate were measured 3 times in the clinic and for 2 weeks at home. Home BP measurements were taken daily, morning and evening, with an Omron IC BP monitor -a digital BP monitor that stores all data including BP, heart rate, up to 300 measurements. The devices were checked for accuracy against a mercury sphygmomanometer. BP and heart rate data were downloaded and the levels obtained in the clinic were compared to those obtained at home.
Average BP levels in the clinic were higher by 9/6 mm Hg than at home (Average clinic BP was 147 Ϯ 14/89 Ϯ 9 mm Hg and at home 138 Ϯ 13/83 Ϯ 8 mm Hg)(pϽ0.01). Females had a greater clinic-home BP difference than males (12/7 mm Hg vs 6/4 mm Hg in males; pϽ0.05). The clinic-home BP difference was related to the clinic BP levels (R ϭ 0.53; pϽ0.01), and was unrelated to age and body weight. Eleven patients (20%) had higher BP levels at home than in the clinic. Isolated home HT was observed in 8 patients.
White coat hypertension is more common in females with high BP levels in the clinic. Blood pressure levels may sometimes be higher at home than in the clinic ("white coat normotension"). Therefore, it is recommended to perform home BP measurements in females with high clinic BP levels, and in patients with target organ damage who have normal BP levels in the clinic. The prevalence and clinical significance of white coat hypertension (WCH) is still controversial. Although recent longitudinal studies have provided preliminary prognostic data on subjects with WCH as compared to patients with sustained hypertension, the possible relation between WCH and vascular risk is still under debate. Accordingly, we compared the circadian pattern of blood pressure (BP) variability between normotensive subjects and patients with WCH. We studied 465 subjects (230 mean and 235 women), 45.7Ϯ15.4 (meanϮSD) years of age, with diurnal BP mean below 135/85 for systolic/diastolic BP, and hyperbaric index (area of BP excess above a time-specified tolerance interval) below the previously established threshold for diagnosis of hypertension from data obtained by ambulatory BP monitoring [Hermida et al. Hypertension. 2000; 35:118-125] . Among those subjects, 222 (119 men and 103 women) had WCH (mean from 6 office BP measurements above 140 or 90 mm Hg for systolic or diastolic BP). BP was measured at 20-minute intervals during the day (07:00 to 23:00 hours) and at 30-minute intervals at night for 48 consecutive hours. Circadian parameters established by population multiple-component analysis [Fernandez & Hermida. Chronobiol Int. 1998; 15:191-204] were compared between normotensive and WCH subjects by nonparametric testing. Patients with WCH are characterize by a significant increase in systolic (2.6 mm Hg; PՅ0.001) but not in diastolic BP (Pϭ0.568 for comparison of 24-hour mean) as compared to normotensive subjects. The differences in systolic BP between normotension and WCH are much more pronounced during the first 6 hours after awakening, and they are almost irrelevant during nocturnal resting hours. The largest and highly significant difference between groups was found around the clock in pulse pressure (about 3 mm Hg in 24-hour mean, PՅ0.001). In volunteers studied by 48-hour ambulatory monitoring, WCH is characterized by a significant elevation in systolic BP and, especially, in pulse pressure as compared to truly normotensive subjects. If indeed pulse pressure is an independent predictor of risk and cardiovascular events, WCH could then be associated to a long-term worst prognosis in comparison to true normotension, an issue that deserves further investigation.
Key Words: white coat hypertension, pulse pressure, circadian Ramon C Hermida, Jose R Fernandez, Carlos Calvo, Diana E Ayala, Jose E Lopez, Artemio Mojon, Ignacio Alonso, Maria J Dominguez, Manuel Covelo. Bioengineering & Chronobiology Labs., University of Vigo, Vigo, Spain; Hypertension and Vascular Risk Unit, Hospital Clinico Universitario, Santiago de Compostela, Spain. To recognize the predictable circadian variability of blood pressure (BP) is to admit that the diagnosis of hypertension should be based not just on whether a single BP value is too high, but rather on more pertinent questions: How long is BP elevated above a given time-varying threshold? What is the excess BP? When most of the excess occurs? Answers to these questions may be obtained by establishing, first, an adequate reference BP threshold and, second, a proper measurement of BP elevation. Accordingly, we derived circadian time-specified reference standards for BP as a function of gender. We studied 702 normotensive volunteers (383 men), 45.7Ϯ1.1 (meamϮSE) years of age, with diurnal mean of ambulatory monitored BP below 135/85 mm Hg for systolic/ diastolic BP, and hyperbaric index (area of BP excess above a timespecified tolerance interval) below the previously established threshold for diagnosis of hypertension [Hermida et al. Hypertension. 2000; 35:118-125] . BP was measured at 20-min intervals during the day (07:00 to 23:00 hours) and at 30-min intervals at night for 48 hours. Physical activity was simultaneously monitored every minute by wrist actigraphy. Data from each BP series were synchronized according to the restactivity cycle of each individual in order to avoid differences among subjects in actual times of daily activity. Data were then used to compute 90% circadian tolerance intervals for each gender separately, in keeping with the gender differences in BP previously documented [Hermida. Blood Pres Monit. 1999;4:137-147]. The method, based on bootstrap
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